Medical manpower mismanagement: mirage or miracle? W J APPLEYARD If the controversy over the Department of Health and Social Security's current initiative on hospital medical staffing structure erupts into open opposition against consultants there will be no winners. Our patients will be the losers. Despite active discussions on medical manpower with the profession at the time, the DHSS independently launched its "initiative" in June 1980 before the Social Services Committee started work in November of that year. A letter implementing its policy was sent to chairmen of regional health authorities in September 1981,' well before the report on medical education from the Social Services Committee (Short Report)2 was published and without any consultation or agreement with the profession. A further letter to regional medical officers in January 1982& provided a model by which some of the effects of moving towards a consultantprovided rather than a consultant-led service could be quantified and evaluated. In February the Government's response to the Short Report crystallised the DHSS's thinking. 4 In essence this:
(1) Doubles the number of consultants over the next 15 years.
(2) Changes fundamentally the pattern of consultant work.
(3) Reverses-the present ratio of one consultant to 1 8 juniors, to 1 8 consultants to one junior doctor. (4) Introduces an immediate standstill in the number of senior house officer posts, leading to a 50'U, reduction over 15 years. The profession has been seeking an expansion of the consultant grade for many years. The last manpower agreement with the DHSS, made 10 years ago, for a 4"/O expansion in consultants and a 2 2 0 expansion in registrars was never realised and finally the agreement was broken by the Department in the late 'seventies. During those years some growth money to fund such an expansion was available. With the Government now stating that the proposed expansion of the consultant grade would not take up extra resources at a time when the growth expenditure on hospitals and community health services is bound to be restricted, it is difficult to envisage the new target of 50o a year being reached. The DHSS is, however, committed to a substantial endeavour to try and meet this by changing the "grade mix"-to use the DHSS's own jargon. Its proposals need to be examined in detail as the changes envisaged and their implications will profoundly alter the nature and provision of consultant services in this country.
If the number of consultants is to be doubled in the next 15 years and the new 1-8 to one consultant to junior ratio applied an extra 13 000 extra consultants would be required in England and Wales, with the number of junior doctors reduced from 21 700 to 14 000 (table I) . The net increase in total numbers of doctors over the period would be approximately 6000. Medical manpower mismanagement-continuedfromn page 1352 duties would cause a profound change in consultants' ability and attitudes to undertake clinical work, much of which may be unpredictable and demanding immediate attention. If the intention of the DHSS is to cajole consultants into staggered clocking-on and clocking-off times they would eliminate the present professional nature of consultant work.
Resident cover
The question of resident cover is not specifically mentioned in the Abrams general medical team model but it is implied. The two medical SHOs in the posts that are to be disestablished are assessed to be working for 21 hours each during their on-call availability. These duties, which must mean living in the hospital, are to be equally distributed among the seven consultants. When this work is redistributed about half of the consultants' time on duty would be spent actively working in hospital. This would only be possible if they were expected to "kip down" and become resident. The whole of the Abrams calculation would be invalidated if the five SHO posts were in a one-in-five rota as there would not be this amount of work to be redistributed.
Nevertheless, the thought and the intention are quite clear. The "Abrams model" for the traumatic and orthopaedic surgery team not only perpetuates the same inaccuracies as the general medical model but envisages that most of the time that these consultants spent on call would be taken up by actual work in the hospital. Before the change in the mixture of grades, three orthopaedic consultants were on call for 38 hours and worked three of these in hospital. After the change the six consultants would each work 12 hours extra a week in hospitals during their notional 19 hours on call. As this work would be carried out in the evenings and weekends, "kipping down" in hospital would be essential. No consultant should be deceived into thinking otherwise.
The DHSS's initiative incorporated in the Government's response to the Short Report would mean consultants in the acute specialties doing more clinical work, even though their numbers were increased. The DHSS's view seems to be that such changes would not require radical modification in the terms and conditions of service, and so far there has been no move by officials to initiate any discussions on their intentions before they are implemented.
The tragedy of the DHSS's approach to medical staffing is that it is based primarily on the highly arbitrary reversal of ratios in the mixture of grades and not on service to patients, which should, of course, be the main objective. The impact of the initiative is already being felt in many health districts. The Chief Medical Officer assured the CCHMS that no consultant would be compelled to change his pattern of work, but if the CMO's plans are to be fulfilled such a change is inevitable and neither he nor his successor would be able to stand by the promise. Such a change implies 9 am to 6 12 pm "shift" medicine, flexible rostering, and residence in hospital for the rest of many consultants' working lives. I find it hard to believe that the present junior doctors in training would relish the idea of becoming permanent residents. Existing consultants certainly do not, and if the DHSS is to maintain any credibility in their eyes this initiative must be halted and proper consultation take place with the profession. A career for child health doctors-conztinued from page 1354 participation in the child health services outside the hospital. There is certainly no place in the community for pseudosecondary services divorced from the hospital-based specialist services and staffed by PCMOs in posts that are "broadly equivalent to that of consultant within the community health service."" Specialisation within the community health clinical services is essential. We have outlined a career structure for community health doctors whose sole concern would be with the health of children because we are familiar with such work. It happens to be the major sphere of work of most community health doctors, but we are well aware that there are other important areas. While we have no personal experience of these we see no reason why the career structure that we have proposed should not be a model for other specialties.
